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0. Aim of mission

It  was a fact finding mission in order to gain knowledge on mental illness and mental health services  in Somaliland  through site visits, assessing needs, describing services and  defining priorities. It was initiated and conducted by the Danish Somali NGO: Mental Health in Somalia (MHIS). 

MHIS is already through its president engaged in the development of psychiatric services in Burao, in the region of Togdheer. The report has a specific focus on these services.

1.Introduction:

1.0. Somaliland 

Is the northern part of Somalia. It has a population estimated 2,5 mio. However only children born at hospital are registrered, so the estimate is at the low end. It borders Djibouti, Eritrea, Sudan, Ethiopia and in the south, Puntland. Until 1960 it was a british protectorate but became part of the republic of Somalia with the independence. After a severe civil war in the late 1980ties Somaliland declared itself an independent republic and has stayed so in spite of  lack of official international recognition. During the past 20 years which have been fairly peacefull it has developed a rather stable infrastructure however with an economy totally dependent on influx from diaspora. International NGOs and UN bodies have a stronghold here. In international reports however Somalialand isn´t mentioned separately, because of the lack of recognition,  so facts from Somaliland are very few. Recently with the growing of Islamic group Al Shaabab close to Al Qaida in south Somalia and the threat of a fundamentalistic development here  Somaliland has gained renewed international interest. The mental health sector in Somaliland is hardly existing, and human rights are severely violated when the mentally ills are kept at home in chains and untreated for their disease.

1.1.Background  for the mission 

In 2008 the Somali Psychiatric Network: SPN,  was established by dr. Fatuma Ali, with the aim of providing diaspora expert knowledge to Somalia in the field of mental health. 

January 2009 the Danish Somali NGO: Mental Health in Somalia: MHIS was established with dr. Fatuma Ali as chairperson and dr. Anne Lindhardt as vice chair. It is a non profit organisation based on voluntary work. The aim of the NGO is to aid in the establishment of mental health services in Somalia, thereby treating patients, training health professionals and providing education to relatives and the public at large on mental health issues, the burden of mental illnesses and  treatment possibilities.

MHIS will apply for funding – governmental and private in order to fulfill its aims. 

1.2. Participants

Dr.  Fatuma Ali, DK. Dr. Ali is born in Beletwyene in South Somalia. She went to secondary school in Mogadishu ,studied medicine in Moscow and trained later as a psychiatrist in DK and has worked here with  transcultural psychiatry, general psychiatry and community psychiatry.  She has worked in Greenland for 8 ys and was in charge of mental health services here for 6 ys. She has visited Somaliland three times since 2008 and worked temporarily at the mental health center in Burao.

Dr. Ahmed Awad, Germany. Dr. Awad was born and raised in Burao in Somaliland. Trained as a specialist in internal medicine in Germany where he has been working for many ys. He has visited Somaliland several times through the past years. Dr. Awad , together with his wife Brigitte, was the founder of   MCS (Medical Care Somalia) an NGO based  in Germany.  This organisation supported by TDC (Togdheer development committee, locally clan  based)  founded the Mental health center in Burao and has secured the running of the center including staff wages and availability of drugs.

Dr. Anne Lindhardt, DK. Dr. Lindhardt is presently director of mental health services in central Copenhagen and has served as consultant to WHO. She has worked on a temporary basis for the past 10 ys in Greenland. She is associate professor at University  of Copenhagen. It was her first visit to Somalia.

Ass. Professor Anders Michelsen, University of Copenhagen is in charge of the Peaceware project, which works in close collaboration with MCS and MHIS. It was his second visit to Somalia.

1.3. Travel arrangements,  travel route, safety measures. General attitudes  in meeting with people 

All travel  arrangements and visits were established by dr. Awad through his network in Somaliland. 

The airport of Berbera on the coast of Somaliland was reached through Dubai with African airline. In Somaliland travelling took place  in landrover with a driver  employed throughout the trip. This  worked without any difficulties. 

Travel route: was from Berbera to Hargeisa, a 2½ hour ride on functioning roads. Three days stay in Hargeisa. From Hargeisa to Burao via Berbera, 4 hours ride on well functioning roads. Trip to several nomad villages and homestays. Return from Burao to Berbera, and from there via Dubai to Copenhagen.

Safety measures: Due to a governmental requirement  foreigners had to be  accompanied by two armed soldiers  in a separate land rover, whenever we were in the countryside. Armed police  company was also required  walking outside the compounds. This however went smoothely and we didn´t  experience any kind of threats or even unpleasantries  moving around. Payment was prearranged and  no claims on further payment was presented. 

Prior to our visit  there had been reports on assaults on foreigners travelling alone in the countryside. Due to a suicide bombing in 2009 targeting the parliament, the presidents resident and Ethiopian airlines office, safety precautions in general were high at international hotels, and around the foreigners compounds in Hargeisa. 

General attitudes: The high level of safety measures around foreigners contrasted the pleasant welcoming and open atmosphere with which we were met everywhere. We  found willingness to enter an open dialoque. We had easy access to whatever and whoever we wanted to see, and we encountered a great willingness to show  the factual level of treatment and care and eagerness to discuss and learn.

1.4. List of meetings, visits and interviews 

Government and civil servants.

· Minister of health and labor, Hargeisa, 26th of jan.

· Director of planning and evaluation Khader Muhammed Ahmed Ministry of health, 27th of jan.

· Coordinator of psychiatry for Somaliland, Ministry of health and labor, Mustafa 28th of jan.

· Regional health information officer for Togdheer, Ministry of Health Abdirizak Mojhamed Yusuf, 30th of jan

Education

· Dean of faculty of medicine. University of Hargeisa, dr. Derie Ismail Ereg, mail: deriaereg@hotmail.com 27ht of jan

· Head of school of nursing; Burao, Fadumo Osman Ahmed. Director of Burao Institute of Health Science. Mail: fadumojar@hotmail.com  1st of feb.

Local community

· Togdheer Development Committee, a committee of clan elders 2nd  of feb.

Site visits

· Hargeisa general hospital, department for mental illnesses

· Burao general hospital

· Berbera mental hospital

Working in (FA) and participant observer (AL) for 4-5  days in 

· Burao Center for mental illnesses – out patient clinic- including homevisits

Private institutions

· Raywan mental health center Hargeisa

· Private asylum in Burao

· Private hospital in Burao

Interviews

· A number of interviews and dialogue  with doctors,  nurses, medical administrators, patients, relatives and other persons

1.5. Background data: Data sources, collection of data, evaluation of data – reliability and validity

· National health report 2006 from Ministry of health and labor, Hargeisa

· Provided by the ministry upon visit. Data on mental health are sparse

· UK Border Agency, Country of Origin Information report, Somalia, 13.nov. 2009

· WHO country report, Somalia.

· WHO  Eastern mediterranian regional office ( EMRO), report on chains

· Danish refugee council report on human rights 2008 

· Data from registration at Mental health center in Burao 2009

· Data collected during visit. Validity of data doubtfull ( see annex)

Evaluation of data: data sources are sparse, or more often non-existent from individual patientfiles to generic national data. Mental health is not a priority in the official planning shown by the lack of data.

International data do not distinguish between South Somalia and Somaliland.  This is a servere bias when trying to extract data on Somaliland.

2. Somaliland: Socio political situation

2.1. Historical development and present political situation

Untill 1960 Somaliland  was a british protectorate. From 1960 till 1991 it formed a union with South Somalia and Puntland, the independent republic of Somalia

A severe civil war from 1987 till 1990, between Somaliland and the government in Mogadishu (president Siad Barre) destroyed the cities completely and killed soldiers as well as civilians. In  may 1991  Somaliland declared independence as the republic of Somaliland. A conference of elders elected the first government. In 1997 a parliament composed of elected from the clans was established. A new constitution, was confirmed by a referendum in 2001, and municipal elections took place in 2003. A presidential election  took place in 2004 and finally the constitution  was confirmed in 2005. The parliament is composed of the house of representatives  elected by public elections whereas the senate is composed by  representatives chosen amongst the clan elders. Thus the structure of government is building on the  clan traditions  and is securing the support and collaboration with, within and between the clans as well as providing a basis for a democracy. There seems to be a functioning administrative system centrally and locally. There is an independent court system. International observers  acknowledged the election in  2005. Ultimo 2010 every citizen  is planned to have  an ID and have voting rights.

At the time of our mission there were reports on border confrontations between Puntland  and Somaliland. Somaliland has a small army and a navy of app. 350 soldiers. The navy is based in Berbera and with few boats collaborate with international forces to combat pirates. There is a fear that the Islamic extremist of South Somalia will try to destabilise Somaliland through terror attacks like the one in Hargeisa in 2009.  

The political situation in Somalia is very unstable. There is a mix of clan based groups, warlords and religious based groups in varying and unstable coalitions.  

Most talked of during our  trip was Al Shabaab which seems to be the most influential jihad group and who is said to aim to create a Somalia as homeland for international jihad. They are reported to recruit internally displaced people and working with well trained combat soldiers from Pakistan and Afghanistan. There were no reports on Al Shabaab groups in Somaliland. 

2.2.  Social situation, economy, infrastructure

Economy is based on livestocks, moneytransfer from diaspora,  influx from international organisations, duty on import like Khat from Ethiopia, sugar  and trade through the harbour of Berbera. Government funds are spend on  military and  civil servants. There are no banks but highly efficient   moneytransfer companies like Dabshiil. There is an efficient telecommunication system, Telecom, said to be the cheapest in Africa, partly owned by Americans.

There is a well functioning internet coverage.

A number of the well off population,  policians and intellectuals are citizens of a western country, but has moved back within the last 10 ys. to participate in the development of the country.

A majority of the population are still living in the rural areas and still as nomads.

The roads between the most important cities are fairly well kept.

Wages are low. (examples: doctor 250$, nurse: 150$ guard100$. School tuition in secondary school 20 $). With a growing private sector in health services most staff holds at least two jobs, so working hours in as well public as private sector are fairly low.

NGOs are important for securing health care, education etc.

2.3. Family structure,  extended families,  clan system and diaspora

There is a traditional and complex clan system in Somalia, with 6 major clans  each divided in a number of subclans. All social responsability and protection rests with the family, as there is no other social support systems. Orphans in ex. are taken care of in families till they are 15. Mentally ill persons and others who are not able to take care of themselves are thus  the responsibility of the families. Violence and violation done by a mentally ill person is the responsibility of the family as well. That is part of the explanation of why mentally ill persons often are seen chained in the families. The judiciary system is twofold. One is  the public judiciary system. The other is based on the traditional Xeer  -a council of elders chosen in equal numbers from their respective clans to negotiate and settle  disputes. They  were reported   to play a very important role in Somaliland. Sharia law seemed not to exist in Somaliland.

Council of elders chosen from the clans carry  great responsibilities  in local community development. In Burao we met with TDC – Togdheer development committee, who through their contact with diaspora provided the economic basis for many developments.  The Diaspora is at the roots of the country. Money and know- how from diaspora are essential for development.   A great number of people from the diaspora of the late 80ies and 90ties are returning to build up the country, however keeping their ties to their new country by retaining citizenship. 

When travelling around, the Somalians  in our travelling group were constantly questioned about their family relations and clan affiliation. Belonging to the same clan – or even better – subclan would create a feeling of connectedness and family relation like using the expression of  “sister in law”.  

2.3 .Gender: 

Based on our personal experience there were great differences  in the role of gender, however with great variability. Nurses profession had male and females. Doctors only males. All females were dressed in the somalian way with scarf covering hair, and long dresses. The same dresscode applied to foreigners. According to the somalian members of our team  the religious influence was growing, in the sense that more and more women would be covering their faces. It was not unusual for a religious man to have 2-4 wives. However we also met educated women who lived alone with their children without male support. Illiteracy was greater amongst women than men.  Not least in the rural areas, where we encountered NGO based educational programmes targeting children and women. 

FGM   ( female genital mutilation) was still  very common, however  it was reported  that the mild  form, called sunna was becoming more common.

2.4. Religion:  

Islam is the official religion in Somaliland and plays a major and reportedly  growing role in everyday life. Other religions are not visible. Dr. Ali, was verbally reproached by very religious males of her western attitudes. Christian NGOs are allowed as long as they do not perform any kind of missionary activities.  

3. Education system  in Somaliland – with focus on health education.

3.1.Basic education:

Public and private schools exists, but fees has to be paid. ( $ 10 for primary school, $20 for secondary school/ mth.). Literacy rate is unknown but probably small especially in rural areas. 

3.2. Universities: 

Universities:  

Hargeisa, Burao, Boroma, Las Anods

Faculty of medicine:   Hargeisa and Boroma.

Medical training.

University of Hargeisa is founded in 2000. Faculty of medicine founded in 2003.  

15 medical students  graduated  in 2009 and are now in internship. 

 8 medical students graduated in Boroma in 2009.

Training requirements are comparable for Hargeisa and Boroma.

Length of study 6 ys. 

Visit to medical faculty of Hargeisa: 

Rather poor facilities with lack of library, teaching materials including paper and  laboratory facilities. Internet facilities are functioning, but only few computers available, however IT are most important for training. . Language of training is English

CV in psychiatry. 100 hours.  Training and examination is done through collaboration with Kings College London in a  4 weeks course run by English teachers . Teaching material is produced and delivered as hand outs. There are hardly any textbooks  available.  The course is planned to  run for two more years. The dean expressed  a thorough understanding of the importance of mental health problems for the society at large as well as for the individual. There is planned practise at the mental health ward at hospital in Hargeisa for 2 weeks during medical training and further during internship.

University of Boroma. was not visited, but we were told they had a comparable CV in psychiatry as in Hargeisa

Specialist training for psychiatry is not available. There are no trained psychiatrists in Somaliland.

3.3. Nurses:  

It is a clear government policy to support training of nurses.

Nursing schools exists  in Hargeisa, Burao, Borama and Las Anod.

There is a functioning nurses association which secures a comparable 3 ys training curriculum in all four schools.  

Plans for postgraduate specialization: Top priority are  public health and midwifery.

Visit to The Institute of health sciences (nursing school) in Burao 

It was founded in 2005. As of now   25 nurses has graduated. At present there are 67 student nurses.   Language of training is English. Internet connection is functioning and teaching material is provided through the net. Psychiatry is part of the CV with texts by a local doctor. There is a written examination – Multiple choice and essays. The CV is covering a wide range of topics including patient rights and therapeutic relationship. 2 weeks practice at the mental health center is planned, but awaiting funding.

3.4. Community health workers

Nursing schools provide courses for community health workers on two levels: 

· basic 10 weeks course 

· 5 months course. 

Mental health and psychiatry is not a part of the CV. 

3.5.Post graduate training.

No formal training exists.

WHO has twice run 3 months courses in Hargeisa on mental health with focus on detection and treatment of psychiatric disorders. Target groups were nurses and doctors from Somaliland, Puntland and South  Somalia. The latest course took place in autumn 2009 with 30 participants. The psychiatrist from India who ran the course worked parttime in the Mental health ward in Hargeisa. The course was rated highly by the participants and the immediate effect was better treatment and awareness of patient rights demonstrated by the freeing of chains for all patients in the mental health ward.

The first WHO course took place in 2007. Of the 20 participating  nurses it was reported that only two were still working in mental health because wages here were too low. This raises the severe problem of recruitment and retention.

4. .Structure of health care system and most pressing health problems:

4.1. The most pressing general health problems are: (based on  WHO  country profile and Annual health report from Ministry of health).

· Malaria

· TB

· Aids

· Diarrhoea – gastrointestinal diseases

· Malnutrition  - most pressing in periods with severe draught. Children are helped with nutritional biscuits from NGOs 

· Birth mortality is high.

Acces to clean water is a great problem. 

In the cities children seemed sufficiently nourished and dressed.

Issues lacking are family planning  which culturally is not acknowledged.

Vaccination programmes for children are also lacking. 

4.2.Organisation of health service: 

The Ministry of health are supported by WHO and works with planning and statistics. Last health report however is from 2006 and mental health is not included. .

Each region has a Health board with Health officers, one is responsible for mental health.

Health systems exits as  public and private. Health staff usually have part time job in each sector. 

NGOs play an important role  providing  utensils drugs and food. World Food Programme is active providing food at the hospitals. If that fails ( as it did when we were visiting)  family members  take over. It is a great  problem for the health system that it is extremely dependent of the NGOs  but for the NGOs  there is no accountability, transparency or sustainability.  Money can be withdrawn  over night.

Families are important for food, drugs, cleaning and care of patients.

The distribution of health services is sparse and uneven. Hardly any services exists in rural areas..

4.3.Health posts and community health centers

In rural areas are 

· Health posts (often 1 untrained employed)

· Community health centers ( slight more training and a few health workers).

Number in  Somaliland is  not known. 

(Information from Region of  Togdheer (app. 350.000 inhabitants): 20 health posts and 20 community health centers). 

Health workers are  most often untrained, but nursing schools are now providing training to enable them  to manage simple traumas and to make relevant and early referrals to hospitals.

4.4. Hospitals:

General hospitals:  4  placed in Hargeisa, Burao, Boroma, Las Anod.. They  include emergency departmens, surgery, gyn.obs. internal medicine and pediatrics..

Hospitals have as well beds as outpatient.clinics.

Specialised programmes exists for HIV, TB and FGM ( female genital mutilation) funded by WHO and NGOs.  There have clearly better facilities  than general health.

4.5. Private sector:

There exixts an unknown number of private hospitals and clinics of different quality and no quality control.

4.6. Doctors and nurses:

Number of doctors working in Somaliland was reported to be 120- 150. Most work  in Hargeisa, fewer in other cities like  Burao,  Boroma and  Las Anod. None work in rural areas. 

Only a few have a specialisation.    All work with private clinics and / or own a pharmacy. .Some work as well in the public sector. The distribution of doctors working in the public sector was  not known. In  Burao we were told that  7 worked at the general hospital. (as well as  in the private sector) and further 7-8 worked in Burao, but only in the private sector..

Number of nurses working in Somaliland was reported to be approximately 150. They worked only in cities and not in rural areas. Like the doctors most have at least two different jobs- private and public sector. The wages were low, and there was a competiton on wages.

.

4.6. The role of NGOs

The NGOs played a major role in setting up hospitals and clinics, however on a short term basis ( few years) which meant a lack of sustainablility as the NGOs left before the infrastructure and competence of staff was sufficiently developed to secure a continuation. 

Symbolically worn and torn signs with names of NGOs formerly involved  in different projects were visible everywhere.

5. Mental health services

5.1. The most pressing Mental health issues are:  

The overall impression was that there is a beginning recognition of the burden of Mental illnesses  on society and families and the need to act accordingly. 

The following list is based on survey at the mental health center in Burao (app.3) and interviews with  informants from  ministry, university, nursing school, young doctors and others with experience from health and mental health sector. No description exists  in international reports or in Annual health report from Ministry of health. 

· Khat abuse 

· Schizophrenia

· Dissociative psychosis 

· War trauma – PTSD*. 

· Powerty

· Epilepsia

· Learning disabilities

· Organic psychosyndrom and brain defects from syphilis are frequent.

*From civil war: Local population. From recent situation in  South Somalia. Internally displaced persons, now living in Somaliland.

As expected patients in psychotic states  were most commonly seen in mental health services, as their degree of suffering, behavioural disturbance and burden on families are most pressing. 

Use and abuse of Khat was perceived as severe threat to the community. Khat is a plant which chewn  brings on  a mild euphoria. and  lethargy .  It has a rather high potential for addiction, and  withdrawal symptoms include  irritability and lack of concentration. For patients with psychotic disorders khat  was reinforcing the psychotic symptoms and adding to the  behaviour disturbances. It was extremely common in the local population. Khat was sold on every other street corner. 

At the medical school of the university we were told that none of the students used Khat and that they perceived Khat abuse as one of the major challenges for society not only because of the risk of leading to or maintaining psychosis but also because it  lead to disengagement in everyday life, in family and work and  removed any kind of societal drive.

5. 2. Organisation of  mental health services.

Hospitals: 

· Mental health ward in Hargeisa general hospital:. 50 beds for men and 20 for women.

· Out patient clinic  with limited facilities

· Mental hospital in Berbera:  30 beds for men and 10 for women.

· Out patient facilities were limited

· Mental health center in Burao: 

· day clinic for children and youths with mental retardation: 

· outpatient clinic for adults: appr. 4800 visits per year

· 15 beds constructed in 2009, 10 for men, 5 for women. They were not yet in use, but  awaiting resources for staffing and technical facilities including drugs. This seems however to be planned to start October 2010, as a 3 ys grant has been obtained by the NGO:  Toghder Abroad Foundation (TAF)

5.3..Child and youth psychiatry:.

No facilities exists except for the dayclinic in Burao .

5.4.  Staff:  

· Psychiatrists none

· Specialist in neurology working in private practise in Hargeisa with psychiatric patients: 1

· General Doctors  working part time in public mental health sector: 

· Hargeisa: 2 young doctors in internship  for two weeks

· Burao. one general doctor.   

· Berbera  one general doctor.

· Nurses: 17 

· Auxiliary nurses  app. 10

· Psychologist  none

· Community health and social workers (short  training or none)     working with children with mental retardation in Burao: 5

Comment: recruitmen and retention were problematic. Psychiatry had a low status and wages were low. The need for staff education was very high.

5.5. WHO and  Postgraduate training

WHO conducted in 2006  in Hargeisa a 3 months training course for nurses from whole Somalia/ Somaliland. Key informants told that out of 22 participants only two were still working with psychiatry, as wages were too low compared to private sector and general hospitals..

The course was repeated in 2009. 30 nurses  (including a few auxillary nurses) and 3 doctors participated. Immediately after the course the chains on patients at the psychiatric ward at Hargeisa General hospital were removed. However that didn´t apply to Berbera. The psychiatrists  in charge of the training course treated patients at the Hargeisa mental health ward during three months.  ( mid September till mid December), and introduced a system of documentation, which is hardly used after he left. 

Comments. No doubt the presence of the psychiatrist  played a major role for the success of better understanding of mental disorders and treatment possibilities. ( Informant. Head nurse from Hargeisa hospital).

5.6. Private clinics:

Hargeisa: There were reports of at least 7 several private hospitals and clinics.  The coordinator of psychiatry at the ministry  reported that he had an obligation to certify these institutions.. the number of beds here exeed far the number of beds in Hargeisa mental hospital 

One of these: Raywena. Psychosocial center and mental hospital, was visited. It had  two departments one for males with 50 beds and one for females 11 beds. It was founded by a Saudiarabian sheik who gave some contribution to the  running costs.. Physical conditions were slightly better than at the hospital. One   doctor acted as consultant.  A  pharmacist gave out medication and a nurse visited several times a week. The rest of the staff were auxiliaries with some experience. In the female ward one clearly very  psychotic patient was kept in chains, but also treated with drugs. There was a mission paper  stating the  intent to work with home visits and community based. Files were kept for each patient documenting their  medical treatment and  psychic state. We were not able to obtain exact knowledge of how the center was financed, but probably families paid for the treatment.

Burao: A  small private hospital/clinic with deplorable conditions was visited. Patients were chained in overcrowded rooms, dirty and undignified. The staff were untrained. Some drugs were available at a  pharmacy belonging to the clinic, but it seemed totally random what  drugs patients got, and there were  no evaluation of effect or documentation. Traditional methods and reading of the Koran was used diagnostically and as treatment.

5.7. Beliefs and attitudes, traditional and religious healing methods.

As in many other countries  and especially developing countries,  psychiatric disorders are not understood in medical terms and the knowledge of possibilities for medical treatment and its effects is very little. 

Traditional beliefs are partly based on the idea that mental illnesses are caused by magical and supernatural forces like witchcraft, and a number of traditional healers working with herbal medicine, electric currents applied to different part of the body, exorcism, readings and uses of amulets and hypnoses were very common. Burning with cigarettes leaving deep scars on throat and neck was believed to cure epilepsia.. A number of traditional healers were in buisiness. There were no reported contact between the traditional healers and western medicine, as known from other African countries ( e.g. in South Africa), on the contrary were the traditional healers perceived as charlatans abusing the trust of the families and preventing the patients from proper treatment.

Religious beliefs saw madness as possessions  by the devil. The iman would cure by readings of the Koran. The religious cure were often cheaper that the traditional healers. There were report of collaboration between the imans and the hospitals – most often the  private institutions.

The family will  usually  bring the patient to see a traditional healer and /or an iman long before going to the doctor. Availability of traditional healers in contrast to medical services is part of the explanation.

Mentally ill patients are – as mentioned – the responsibility of the families, who often keep them chained at home to make sure they don´t vagrate and bring themselves or the family into trouble. etc. Koran reading was not uncommon. 

5.8. Asessment and  Treatment. Availability:

Assessments  are done rather quick and superficial based on the patients appearance as well as information from relatives.

Treatment possibilities are  mainly drugs: antipsychotics ( exept for Burao  mainly first generation), antidepressants ( SSRI and TCA) benzodiazepines and antiepileptics. 

Some times instructions were given to families on the nature of the disease and the effect of drugs.

Availabilitity of drugs varied.  A number of  pharmacies owned by doctors, nurses and others existed. The price of drugs depended on demand. Drugs were handled “over the counter”. 

5.9.  Referrals and acess to treatment  

WHO estimates that  90 % of population in need for psychiatric treatment do not have access to treatment. Referral come from  families or  - seldom – individual patients. They show up at the door steps of the  hospital hoping to see a professional and receive treatment. Most often the capacity of the hospital is far less than the demand  and people must often return home again if there are no available doctors or other caretakers.

Ex. During our stay in Burao MentalHealth Center the rumor that of  international doctor in town were out in the community after a few days. One day 60 patients showed up all accompanied by families, so more than 100 people were waiting in the clinic when it opened. They were queing and when the working hours for the clinic were over 20 had to return home again. Of course there would be a prioritising, so the obviously most severe cases including patients brought to the clinic in chains by family members would have high priority.

Acute emergencies  take place if the condition is very severe, and there are hospital facilities atvailable.  The police could bring vagrant psychotic patients  to the hospital for admissions.

Ex.  A young man who in his delusions thought himself to be a warewolf attacked people on the market. The public wanted to  stone him but the police were called and brought him to the hospital for treatment.

5.10. Patient rights – human rights- legislation- offenders.

In Somaliland,  as  in most of Africa,  human rights are perceived in unison with families and not so much as rights for the individual. As the societal unit is the family and not the individual, an individual  without family bonds are lost to society.

Usually the consent to treatment is given by the family who carries the responsibility  for the patient and the patient is not asked to give consent to treatment.   

There does´t exist any  legislation on psychiatry and patient rights.. Involuntary  admissions, treatment and coercion was administered by staff without any given  consent. However the  family had the power to take the patient home. 

The use of chains in hospital and families are probably the area where human rights for mental ill patients are most heavily violated.

5.11. Hospital conditions: 

The hospital in Hargeisa is placed in a separate building adjacent to the general hospital. Doctors came from internal medicine. There was a trained headnurse and several auxiliary nurses. Two open yards with a small shelter served the male and female department. Crowded bedrooms and no activities. Food, clothes and care came from families. At the time of our visit no patients were chained, but several showed the effects on their bodies from being long term chained.

The medication used was antipsychotics like Haldol often as depot. Side effects were visible and more often than not untreated.  

The head nurse called for a meeting of relatives to inform them on conditions and to stimulate their willingness to aid in the care of the patients. It was the first psychoeducational meeting in the history of mental health in Somalialand and  was clearly an effect of the training course run by WHO. 60 relatives showed up.  

Ex.The impact of being without any relatives was demonstrated in the case of one older male patient at the hospital. He was left  in his own dirt on the ground with only a small amount of rice to eat. The care of the patient who couldn´t cope themselves was not the responsibility of  nurses and nurses aids, but rested with the families.  So all that was taken care of was medication and the most basic food. The young doctor wanted to do a physical examination, but was unable to conduct it because of the condition of the patient. 

Ex: The lack of resources for even the most basic running of the hospital was demonstrated when we encountered three young women from the neighbouring university, faculty of administration who  brought gifts to the hospital  from money collected amongst their fellow students: three brooms and a bucket for cleaning.

The hospital in Berbera was in a former prison where cells facing the open yard served as bedrooms. One TV was available. The place was overcrowded. The Italian NGO who for 6 ys had provided food and drugs had withdrawn their help. Drugs were mainly Haldol and side effect were not treated.

5.12. Documentation:

Files were not kept. Patients admitted at hospitals  were registrered with name and sometimes age, diagnosis and prescription. However the registration was continous day by day and not kept as individual patient file. Thus information gathered wasn´t of any use for the individual case story.  A  sensible model for individual case history had been produced by WHO. However it wasn´t implemented.  There was an understanding amongst the staff of the usefulness of this type of files, and an intent to implement it.. Out patients received and kept written drug prescriptions which served as the only documentation for past treatment history..

5.13. Mental health planning and  initiatives: 

The ministry had created a post as coordinator for psychiatry, as part of an acknowledgement of the burden of mental illness and the necessity to develop services..

The minister reported that a strategy plan for  mental health plan was in the pipeline with technical support from WHO, however timing was not decided.

There was a wish to build a mental hospital just outside of Hargeisa with 400 bed. Ground had been acquired funded by NGOs. . There were no plans for or knowledge of  community psychiatric development.

WHO regional office of eastern mediterranian  EMRO started a “chain free initiative”  in Mogadishu  in  2006, and followed up in Hargeisa in 2009, resulting in psychological improvement of facilities and  presentation of the idea of  moving patients from hospital to support in the  community  (annex 1.)

6. BURAO – MENTAL HEALTH CENTER

6.1.Background and description of establishment of center

The main part of the mission took place in the city of Burao in the region of Togdheer, with app. 350.000  inhabitants, most living as nomads. Camels and goats are seen in the streets. In the center are shackles one-storyed houses and a few hotels and buisiness multistoried houses. In the outskirts are newly built villas surrounded by pleasant gardens. A few nursery gardens were producing fruit and vegetables, however requiring a lot of water.  Some nomads live in shackles close to town. Others lived in the vast  bush area from  goats and camels. The shackels were set in small compounds fenced  by branches. The shackles were made of a wooden skeleton covered with pieces of clothes or plastic. 

Burao  is the home town of dr. Awad who has visited and worked here since 2005  and who started the Mental Health Center, based on an experience of   the hopeless situation of children and youngsters with learning disabilities, who were kept at home, often chained and without any kind of stimulation.  He started together with his german wife Brigitte  MedicalCare which is a German based NGO and the center was  created based on this NGO. Children and young people with learning disability come for the daytime, are activiated  with different tasks and get food. Some times family members join as well and, get food and receive some basic education in how to treat their disabled children.

Dr. Ali took in 2007 the initiative to form SPN – (Somali Psychiatric Network), with members amongst diaspora psychiatric nurses and psychiatrists in Scandinavia, Germany and UK.

 SPN  started a collaboration with MedicalCare and the Mental Health Center was expanded with an  out patient clinic for psychiatric adult patients. 

In 2008 TDC ( Togdheer development Committee) and TAF (Togdheer Abroad Foundation), built hospital facilities for 10 men and  5 women in individual rooms, on the same premises adjacent to the General hospital in Burao. It was furnished by MHIS. Due to lack of funding however the hospital  is not yet  in use. However  TAF has given a three years grant to the hospital to cover running expenses, and it will open for patients in October.

6.2. Table : Stakeholders

Stakeholders
Responsabilities
Financing

Ministry
Contract with NGOs
none

Regional authorities
Support and control
none

 TDC 

Local council of clan elders
Support locally
Bought the land for hospital 

TAF- diaspora NGO
Support. Diaspora 
Hospital buildings, running of hospital form October on a three ys grant

MedicalCare

German somalian NGO
Runs the center 
Staff wages, drug, maintenance 

SPN- somalian psychiatric network
Professionals. Work with with patients, relatives and staff through visits and teleconferences

Psychiatrists and nurses 
Voluntarily – unpaid work.

MHIS – somalian Danish NGO
Professionals. Work with patients, relatives and staff through visits and teleconferences

University affiliation. Nordic collaboration

Assessment mission
Hospital equipment, voluntary work with patients, relatives and staff training. Assessment mission.

Peaceware
Telecommunication – technical support. University affiliation
Setting up and developing telecommunication

6.3.Setting of center.

The center is situated  outside of town center neighbouring the general hospital, on a pleasant and well kept ground with trees and flowers. The buildings are built around a  big courtyard and have  consultation rooms, pharmacy form where drugs are delivered, and rooms for administration and staff meetings. The childrens activity rooms are the other side of the courtyard.  There is a kitchen producing around 50 meals a day for the children and their families , plus a few very poor and disabled families. The hospital faces the courtyard, and is built in the style of the country, with single rooms for the patients, one female and one male ward, and with rooms for meetings, patient activities, psychoeducation of relatives and patients etc.

The ground is big enough to leave room for possible  expansions.

6.4.Outpatient clinic for adults: staff

The staff consists of 3-4 nurses all trained by WHO, one general doctor (working half time), one administrator and a gardener. The neighbouring nursing school uses the center for clinical practise for nursing students and one of  the nurses of the center is responsible for the practical training.

For the last 2 ys dr. Ali and dr. Jama both from the Somali Psychiatric Network has spend time working at the clinic. They treat  patients and train staff. 

This diaspora project is at the core of the development of the center.

6.5. Asessments Treatment methods

At the center as everywhere else assessments were done through a brief history of the disease obtained in a trialogue with doctor, patient and accompanying relative. Nurses attended and could add to the history and to the evaluation. 

Treatment was first of all  – drugs.  The number of psychotic patients were more than 60%. In Burao the supply of socalled second generation antispychotics was almost sufficient due to a precise plan from MedicalCare. The advantage of these drugs is that they are highly efficient and with far less side effects than the somewhat cheaper socalled first generation antipsychotics. However depot injections – which have a prolonged effect and thus helps  compliance – were only available as first generation antipsychotics.  We saw some dramatic  examples of young male patients with severe sideeffects due to depot injections. 

Benzodiazepines were used abundantly by the local doctors. 

Part of the training of staff has to do with proper use of drugs.

Part of the treatment is counselling and psychoeducation of  patient and relatives on the nature of the detected disease, on helpful attitudes, on demands in daily living and of the prognosis. 

Epilepsia is perceived  as a mental disorder but treated with relevant drugs, which were available

Depressions were rather few, but  some bipolar disorders mainly in manic states were detected. The use of moodstabilisers was not well establiseh, however available. Antidepressants were available, as well the more potent tricyclic antidepressants as SSRI..  

6.6.Patients and relatives. Referrals, registration-

The center has around 5000 visits a year. For the 5 days dr. Ali worked there during this trip she treated between 30 and 40 patients a day. Patients showed up in the morning – always accompanied by relatives, sometimes brought in chains. They would queue up patiently awaiting their turn. Acutely psychotic patients would be treated immediately  as well as patients with severe side effects.

Consultations would take place with patients and relatives together. Prescription were made and medicine given out from the pharmacy of the center. The prescription served as documentation as no files were kept. All patients however were registrered by the nurse, the diagnosis and prescription stated, but there was no way from the registration book to find information on former consultations.

Home visits were made on rare occasions, when the patients couldn´t be transported to the center. 

Ex. 1. A young man and women were kept in chains by their mother living 12 kms from Burao in the bush. Both were suffering from chronic psychosis. On a former visit their antipsychotic medicine was administred and the girl was so much better that the mother dared to release her from her chains. At the visit in connection with our trip, the young man was temporarely released and drugs administrered. He was “kept” outside however within the limits of the  small compound. A hole was dug within reach of the chain where he could relieve himself.  His reach was less than one meter.

Ex. 2. Young man kept in the courtyard of a family house in town, in an open shelter. He had made a serious suicide attempt 20 ys earlier, and abused Khat, whenever he got the possibility. His behaviour would be unpredictable and the family feared that he would not be able to take care of himself and would vagrate as he did occasionally. He had intermittent delusions , and violent episodes as well within the family as outside was reported.  He was loved by the children of the family with whom he played a lot from in his chains. He was not able to move more that one meter. He accepted medication  and was released during our visit promising to stay in the house and not abuse khat.

7. SWOT  analysis

7.1. Mental health services in Somaliland

Strenghts
Weaknesses

· Awareness of problem at ministerial and community level

· Families are responsible

· Outpour of new doctors and nurses in the coming years educated at universities and nursing schools in Somaliland

· Psychiatry is part of the training CV in universities and nursing schools

· WHO has conducted training courses twice for nurses

· Involvement of Diaspora Somalia doctors 
· Lack of available services

· No community mental health development

· Lack of medicine and of proper use  concerning effect and sideeffects

· Shortage of food

· Shortage of staff and staff training

· Public mental health system total dependent of funding from private diaspora and NGOs

· Planning difficult because of unpredicatability of funding

· Understanding of mental illness in the public rooted in traditional belief systems

· Patient rights are not existing - No regulation on treatment and coercion

· Widespread use and abuse of Khat 

· Many undiagnosed and untreated patients are kept in the families in chains as well in urban as rural areas and amongst educated as well as poor families 

· No qualified specialist in psychiatry is working in Somaliland

· No health information systems for mental health

· Sparse documentation systems  in mental

health services 

· No initiatives or structures to counteract drug abuse

Opportunities
Threats

· Support and education of families

· Counselling in planning at national and community level according to principles of Community mental health as recommended by WHO

· With regular visits  and longer stays by diaspora Somali psychiatrist  continuity in treatment and training  becomes possible

· Development of telepsychiatry with supervision and training by somalian psychiatrists abroad – internetbased. ITC (Internet communication technology)  - Peaceware project. 
· Family burden and lack of understanding of the nature of mental illnesses and thus for the need for treatment.

· Recruitment and retention

· Drain of qualified  nurses and doctors  because of better salaries in other services.

· Discontinuity of resources, planning and treatment

· Because of lack of training and supervision of health personel available treatment will not be applied according to good clinical practise (e.g. far too many severe side effect of drug use)

· The unpredictability and instability of and dependence on NGOs*

* GAVO is a Somali NGO who has received a number of resources from EU. It ran the mental hospital of Berbera from approximately 2001 till 2008. Then resources stopped and GAVO turned to other initiatives in the local community

7.2. Development of mental health center in Togdheer region, city of Burao.

Strenghts
Weaknesses

· Functioning mental health center for outpatients founded by local community in collaboration with diaspora NGOs in Germany and UK 2008.

· Economically funded  by diaspora NGOs 

·  Trained nurses

· Newly built houses and good equipment  with internetfacilites

· Fairly continous availability of drugs – from NGOs

· Regular visits  by diaspora psychiatrist from Denmark and Norway since the start of clinic

· Good economical and moral support  from the resource persons in the community

· The community involved the diaspora psychiatrist in planning further development of mental health services 
· High load of patients- gap between needs and resources

· No inpatients beds – 15 beds have been built but not in use because of lack of funding of staff drugs and material

· No intermediate facilities as day hospital because of lack of funding

· No community support to long time ill patients- only families

· Local Doctor in center is not trained in psychiatry and 

· Traditional concept of illness in society and families

Opportunities
Threats

· Development of internetbased supervison and treatment – through Peaceware a ICTproject developed from the University of Copenhagen

· Plans for a more permanent diaspora psychiatrist from Denmark  to live and work in Burao – expected from 2011

· Development of center as a training center for medical students and postgraduate doctors and for nursing students and nuses. 

· Development of center as a pilot project for community psychiatry 

· Development of center as a pilot project for good clinical practise 
· Discontinuity in terms of drugs and other material

· Retention of nurses because of low salaries

· The continous funding a prerrogativ for the succes

8. Summary on mental health situation and development – what does it take? Target challenges an a few recommendations

8.1. The organisational model

· Beds – few

· Day rehab clinics

· Out patient clinics – community mental health centers 

There is lack of services on all levels. According to WHO recommendations building up community based services will  reach most patients. Training of community workers at community centers to  acknowledge severe mental disturbances  and secure referrals could be one step. Raising awareness  in local communities of mental illness and treatment possibilities seems important. There is a need for more hospital beds and day facilities with a rehabilitation purpose but the development could of these should preferably be linked with the development of community mental health services. 

Specific programmes for treatment of Khat use and abuse should be established.

8.2 Staff situation.  Recruitment and retention.

There is a competition in health service in general to employ the  few skilled professionals. To serve purpose of recruitment and retention  wages must be comparable, and systematic training and supervison should be provided.

8.3.Continous education and supervision

The importance of new telecommunication as  Peaceware can maintain  supervion on a regular basis from SPN. There should be a focus on the training of nurses who are  more available for psychiatry for the moment than are doctors.

8.4.Documentation and registration

 A simple and viable model  could be produced, preferably with  copy belonging to the patient, to secure the handing over of information. The implementation and 

8.5.Treatment modalities: medicine, psychoeducation., counselling of patients and relatives.

Detection of disease, proper indication for prescribing and administration of drugs,  evaluation of effect and side effects  are most important tools for staff, doctors as well as nurses. Counselling of patients and relatives, education on the nature of psychiatric disorders and their treatment possibilities.  Working with the understanding of possibilities and limitations and the need for a humanistic approach, thereby abolishing the chains is necessary.

8.6.Human rights, patient rights,ethics.

Work with understanding of human rights, legislation ought to be a high priority. Loosening the chain of  patients in hospital and homes go along with the availability of reachable services, proper use of medication, with better therapeutic milieu in hospitals and day clinics, with awareness of the curability of most psychiatric disorders and  with public campaigns againt Khat abuse.

8.7. Sustainability

We detected a destructive  lack of sustainability in the mental health sector, which was counterproductive to any forms of short and long term planning. The daily survival had top priority, surviving from one month to the other was in focus, ruining a continous development.. 

9. Suggestions for a project in Burao:

· Create a pilot model in Burao for development and change with an organisational model fitting society and with a good clinical practice

· Diaspora with trained psychiatrist on site supported by telemedicine – Peaceware.

· Competencebuilding through training of health staff, students of medicine and nursing, 

· Community work – contact with regional health administration, local municipality, and clans – TDC. And other available structures.

· Good clinical practice through 

· Proper detection of illness and proper evaluation of effect of treatment

· sufficient use of medicine with professional knowledge on use, effects and sideeffects. 

· Education and counselling of families and patients 

· Home visits

· Loosening of chains

· Education on drug abuse 

· 5 ys plan to secure sustainability

Annex 1. EMRO WHO Chain free initiative 2006.

The chain-free initiative is a pilot project currently implemented in Afghanistan and Somalia by the WHO Regional Office for the Eastern Mediterranean.

In recent years the service gap of mental health in developing countries has been highlighted by WHO. Up to 90% of people with mental disorders do not have access to treatment. Another commonly neglected concern is the quality of service available for patients who do gain access.

 

Outpatients are usually only given short consultations without proper examination in crowded settings after spending hours or days travelling or stuck in long waiting queues. For inpatients the situation is even worse. They typically become long-term residents of poorly-maintained, crowded wards with no privacy. They may have to spend weeks, months or even years in squalid conditions. Inpatients often have to sleep in unkempt beds constantly attacked by lice and bed bugs and unprotected from heat or cold. They are poorly fed and commonly treated inhumanely. Patients are rarely examined by doctors or mental health professionals. Their medical condition can remain undiagnosed for long periods of time, they are offered few rehabilitative therapies, and are not prescribed even essential medications. If they are prescribed medications, they are not checked for the side-effects of these medications.

 

Freedom to move about to avoid environmental discomfort is one of the basic defence mechanisms of all living creatures. Many inmates of mental hospitals are denied this simple right by being restrained. All people need at least moments of privacy and yet people with mental illness rarely enjoy any.

 

Restraints can take different shapes. The most classic, and one of the harshest, which is still common in some resource-poor countries is to chain a person to a post or a bed, or to chain both legs together.

 

Even at home, people with mental illness are commonly chained in their homes by their parents or other relatives. This practice and associated attitudes towards patients are often learned from the mental hospitals. This is not a harmless cultural preference, many people are physically or emotionally damaged as a result and it is humiliating indignity to the person who is subjected to it. 

 

In the Erwadi tragedy in India in 2001, over 20 people with mental illness were burned to death after a fire swept though the healing temple in which they were chained to their beds.

 

The whole environment becomes an unsafe place for a person with mental illness. The rights of these people continue to be denied by many sectors in society. The stigma associated with mental illness is strong, especially in developing countries. People with mental illness are mostly unable to find a job, finish schooling, get married, live independently, or have their care paid for by the public sector or even insurance companies. 

 

Hence, the chain-free initiative evolved in response to the dire and pressing need to provide technical and financial support for: hospital reform (chain-free hospitals); enabling families and communities to provide improved domestic conditions for people with mental illness (chain-free homes); and the development of community care programmes, raising mental health literacy in the community and among health workers, and ensuring that basic rights are monitored and guaranteed (chain-free environment).  

Annex 2. Involvement of UN organisations and NGOs in health sector in Somaliland

From Annual health report. Ministry of health and Labor, Republic of Somaliland, 2006.

ORGANIZATION
AREAS OF SUPPORT
LOCATION

UNICEF
· Health Sector Reform (Health Systems Development)

· HIV/AIDS Control Program

· Primary Health Care Program:

1. Immunization program

2. Child health including IMCI

3. Maternal health

4. Malaria

5. Nutrition
All the regions

WHO
· Tuber clauses program

· Malaria program

· Laboratory and blood transfusion

· Human Resource Development (technical and financial support for the underway nursing and allied health professional program in the Institute of Health Sciences).

· HIV/AIDS and STD Control Program.

· Basic Development Needs Program
All the regions

UNHCR
Rehabilitation and construction of public health facilities
All the regions

WFP
In-patient feeding 
Main hospitals

COOPI
Provides technical and financial assistance to two referral hospitals.
Togdheer and Awdal regions

Progressio (ICD)
Supports the national HIV/AIDS control program/IPTCs
All regions

ICDP
Through its integrated community development program, ICDP supports the primary health care program in two regions.
Hargeisa and Awdal regions

IFRC/SRCS
Provides technical and financial assistance to 10 health centres scattered throughout the country.
All the regions

DRC
Supports health facilities rehabilitation and construction works.
All the regions

KJRC
Provides financial assistance to national TB referral hospital.
Hargeisa TB Hospital

SAHAN (LNGO)
Member organizations under SAHAN umbrella play an important role in the fight against the spread of HIV/AIDS.
All the regions

HAVOYOCO (LNGO)
Takes part the control program of HIV/AIDS in Somaliland.
Hargeisa, Togdheer and Sanaag regions.

Candlelight (LNGO)
Implements mother and child health services in some remote health centers through sub-grant agreements with the international organizations.
Hargeisa, Sahil and Togdheer regions.

DAN (LNGO)
Support the physiotherapy programs
Hargeisa

Handicap International
Support the physiotherapy programs
Hargeisa

GAVO (LNGO)
Runs Berbera mental hospital : comment: stopped on 2008
Berbera

ORTHOHOPE Foundation (LNGO)
Support the physiotherapy programme
Hargeisa

Annex 3:  Burao Mental Health Center. Data from 500 consecutive visits period: july- august 2009 on  age and diagnosis. 

Data source: Daily logbook .

Limitations: The diagnosis are neither validated nor reliable but function as the working diagnosis of the prescribing doctor.

Age and diagnosis registrered. Gender not included..  

Average 18-20 consultations per day.

During the period registrered 1 doctor and 3 nurses worked clinically. 

Working hours  7.30 – 12.00.

The logbook is the only source of registration and documentation. Prescription of drugs were noted, and a prescription note handed to the patient to keep and to present at  future contacts.

Age
No.
%

< 20
50
10

20-29
98
20

30-39
104
21

40-49
55
11

50-59
19
4

60-69
12
2

70 +
9
2

Not registrered
153
31

Total 
500
100





Diagnosis
Periode 
%

Skizofreni
196
39

Psychosis
  76
15

Drug psychosis
    8
2

Epilepsi
  61
12

Epilepsi og psykose 
    7
1

Bipolar disorder
  35
7

Depression
  16
3

Neurosis
  13
3

PTSD
  10
2

Mental retardation
  12
2

Dementia
   3
0,5

Personality disorder
   2                                    
0,5

Organic brain disease*
 28
6

Not diagnosed
 33
7

Total
500










* includes diagnosis of chronic headache



